To measure and compare the contrast to noise ratio (CNR) as a function of dose for the CBCTs produced by the mega-voltage (MV) imaging beam line (IBL) and the treatment beam line (TBL), and to compare the dose to target and various critical structures of pediatric patients for the IBL CBCT versus standard TBL orthogonal port films.
there exist three commercially available CBCT systems: the Varian On-Board-Imaging (OBI) (Varian Medical Systems, Palo Alto, CA), the Elekta XVI Synergy system (Elekta, Stockholm, Sweden), and the Siemens MVision system (Siemens Medical Solutions, Malvern, PA). The first two are kilovoltage (kV) systems, which require a kV source and imaging panel mounted at right angles from the treatment beam; the third system is a megavoltage (MV) system that does not require additional hardware components. (12) In light of ALARA, the Image Gently Campaign, and the increased risk of secondary malignancies for pediatric patients (13) resulting from relatively low radiation doses, it is crucial to minimize the localization imaging dose while simultaneously ensuring accurate and precise setup. The need to have reliable, efficient, and effective localization has become increasingly clear as high dose conformal radiation therapy, including intensity modulated radiation therapy (IMRT) (14) and proton therapy (15) enter the mainstream for children. Recently, Faddagon et al. (16, 17) introduced a modification to the Siemens MV-CBCT (referred to as the imaging beam line (IBL)) to allow for improved image quality at a lower radiation dose as compared to the treatment beam line (TBL).
In this paper, we compare the contrast to noise ratio (CNR) as a function of dose for the MV-CBCTs produced by the IBL and the TBL. In addition, we compare the dose to the target and to various critical structures of pediatric patients for the IBL CBCT versus the standard of care orthogonal pair port films (ortho-pair). This work was undertaken for the primary purpose of establishing the efficacy of this investigational system for an institutional review board (IRB) protocol in which all 3D-CRT/IMRT pediatric patients will undergo daily localization with IBL-CBCT. (11) 
II. MATErIALS And METHodS
A. CBCT image quality: IBL vs. TBL Two Siemens Oncor linear accelerators with MVision (Siemens Medical Solutions, Malvern, PA) were modified at our institution such that the MV-CBCT would operate under an investigational IBL (16) rather than the standard 6 MV TBL. The major modifications consisted of replacing the tungsten target with a carbon target, removing the flattening filter, and decreasing the beam energy by 30% to 4.2 MeV, resulting in a photon beam with a mean energy of approximately 800 keV as opposed to the standard mean energy of approximately 2 MeV for the TBL. The IBL replaced the 18-21 MeV electron treatment beam line. The electron ion chambers were used for the IBL and were calibrated such that 3 MU is 1 cGy at d max (1 cm depth, 100 SSD). The details of the modifications are explained in depth by Faddagon et al. (16) Depth dose, profiles, and output for various field sizes of the IBL and TBL were measured and modeled in the PlanUNC (University of North Carolina, Chapel Hill NC) treatment planning system (TPS). Dose calculations from the TPS were verified with ion chamber measurements. Daily image quality and twice-weekly output and energy checks are routinely performed on the IBL system to ensure proper functionality.
Prior to the modification, several CBCTs of an electron density phantom (CIRS model 062) were acquired with the TBL at various "dose to isocenter" values, where the isocenter was set to the center of the phantom. The phantom had an average diameter of 33 cm, with two concentric rings of tissue equivalent inserts. The inner ring of inserts was at a radius of 11.5 cm. The various tissue equivalent inserts and their densities are listed in Table 1 . After the machine modification, another set of CBCTs of the electron density phantom were acquired at various "dose to isocenter" values using the IBL. A simulation CT was also acquired using a Siemens SOMATOM CT. The reconstruction slice width was set to 5 mm for all images. For each CBCT, a region of interest (ROI) of 4.5 cm 2 was outlined for each of the different electron density inserts in the inner ring of the phantom and for the water equivalent material near each insert. The ROI for the dense bone was smaller because of the insert size for that material. . If the contrast as defined above was a negative value, it was set to zero.
B. Dosimetric comparison between IBL CBCT and TBL orthogonal port films
A dosimetric study of the first 33 research participants on the Institutional Review Board (IRB) approved IBL protocol (11) was conducted comparing the investigational IBL CBCT and TBL ortho-pair. Each CBCT delivered 1cGy to the treatment isocenter. Per the IRB protocol, the CBCT was to be done pretreatment daily and post-treatment every other day. Based on phantom studies, a dose of 1 cGy was deemed sufficient to distinguish bony anatomy. Therefore, 1 cGy was chosen to keep the imaging dose as low as reasonably achievable. The patients were broken up into two cohorts, cranial and body. Cranial patients included patients with targets in the head and neck region. Body patients included all other sites including chest, abdomen, and pelvis. Patients with targets in the extremities were not included in this dosimetric study because none had been accrued at the time (although extremity sites were eligible for the protocol). 
B.1. Beam setup
CBCT planning used the IBL beam modeled in the PlanUNC TPS as previously described. The planning technique was the same as the delivery, which was a 200° arc starting from 270° (which is a right lateral for a head first supine patient) to 110° with one projection per degree. The dose distribution is the summation of dose from 200 subfields. The field size was defined transversely to cover the whole cranium or body and longitudinally by the target volumes and critical organs. Critical organs were spared wherever possible by limiting the longitudinal field size. For this dose comparison study, the planned CBCT dose was set to 1.1 cGy, giving a worst-case scenario that may result from rounding of the monitor units (MU).
The ortho-pair planning used the 6 MV TBL beam data modeled in the PlanUNC TPS. The technique was an anterior-posterior (AP) and a right-lateral (Lat) field. The field size was set per our current clinical practice, which is to set the field size such that it extends 5 cm to 7 cm beyond the treatment field edges. The beam on time was a total of 4 MU (2 MU-AP, 2 MU-Lat) for cranial patients, and 5 MU (2 MU-AP, 3 MU-Lat) for body patients.
B.2. Dosimetric comparison
To take into account the non-uniform dose distribution and their radiobiological equivalence, the quantitative dose comparison was done using Niemierko's generalized equivalent uniform dose (gEUD) formula (18) . The a value parameter of the gEUD equation was selected based on the radiosensitivity of the organs and target. (19) For the target volumes, the a value was set to -10. For serial type critical organs, the a value was set to 10, and it was set to 2 for parallel type critical organs. In addition, the isocenter dose, mean dose, volume-receiving 0.1cGy, and the maximum dose (defined as the dose to the hottest 3% of the entire volume) were obtained.
Further critical volume dose reductions were studied for two teenaged female body patients with targets on their left side. An IBL treatment plan with the CBCT arc starting at 340° to 180° (a left arc as opposed to the standard anterior arc) was created in order to investigate dose reduction to the contra-lateral breast.
III. rESuLTS

A. CBCT image quality: IBL vs. TBL
The minimum isocenter dose the system can reasonably deliver to this phantom was 1 cGy for the IBL and 3 cGy for the TBL. Therefore, the following doses were examined in detail: 1, 1.5, 2, 3 and 6 cGy for the IBL; 3, 5, 9 and 36 cGy for the TBL. Figure 2 is the center slice of the heterogeneity phantom for a 2 cGy IBL CBCT (left) and a 5 cGy TBL CBCT (right). Figure 3 shows the relative dose distribution for the IBL and TBL CBCT. Figure 4 is a graph of the CNR for the low-contrast medium in the phantom. Note that the breast insert is not graphed, as the CNR was 0 for all CBCTs. In addition, the 36 cGy values for the TBL CBCT are not shown, as the increase in CNR was <10% of the 9 cGy values. Figure 5 is a graph of the CNR of the high-contrast medium. In addition, the CT CNR for muscle (low contrast) and trabecular bone (high contrast) are shown. The estimated dose for the CT was 1.5 cGy. 
B. Dosimetric comparison between IBL CBCT and TBL orthogonal port films
Data form 33 patients (15 males, 18 females) with an average age of 9.4 (range 1-25) years was used in this study. Figure 6 shows the dose distributions, normalized to isocenter on transverse, coronal and sagittal planes along the isocenter of a cranial and a body patient for an IBL CBCT and ortho-pair plan. For the CBCT, because of anterior arc, there is uniformity along lateral direction and dose gradient along anterior posterior direction. This leads to more dose to anterior critical organs. In ortho-pair imaging, the high-dose area is located where the orthogonal beams intersect leading to a dose difference to the bilateral organs. The imaging field sizes ranged form 27 × 13 cm 2 to 27 × 26 cm 2 for the CBCTs, and 14 × 14 cm 2 to 30 × 30 cm 2 for the ortho-pairs. For this study, the dose calculated for each patient in the TPS was for 10 CBCTs or 10 orthopairs and the dose reported here was divided by 10 to give the dose per CBCT or ortho-pair. Measurements at two points within a cubic solid water phantom, central axis 5 cm deep and 5 cm off-axis, were made to compare the TPS predicted dose and measured dose. The results were within 2% on central axis and 4% off-axis. The Dose Volume Histograms (DVH) of various critical organs and target volumes from CBCT and ortho-pair are shown in Figs. 7, 8 , and 9. Table 2 shows the mean ± 1 standard deviation of the gEUD values for target volumes and the critical organs from the CBCT and ortho-pair for 23 cranium patients, and Table 3 contains the values for the 10 body patients. In addition, the isocenter dose, mean dose, volume receiving 0.1 cGy, and the maximum dose are included.
Replanning of the two teenaged female patients showed that the average dose to the contralateral breast could be reduced from 0.42 cGy to 0.17 cGy per IBL CBCT. 
IV. dISCuSSIon
The IBL CBCT does improve image quality while simultaneously decreasing the dose required to achieve the quality as compared to the TBL CBCT. For comparable image quality, approximately one-fourth the dose is required for the IBL. Using a different phantom, Faddegon et al. (16) showed a similar trend in dose versus image quality for both the IBL and TBL. Thus, the IBL can be installed in different institutions and maintain dosimetric and image quality improvements. Gayou et al. (20) measured similar CNR versus dose for the TBL CBCT. At 1 cGy per CBCT, an image of sufficient contrast can be obtained for localization based on bone anatomy for cranial and body patients. This is illustrated in Fig. 10 , which is an image of a 1 cGy IBL CBCT for a 4-year-old patient. This low-dose imaging is made possible primarily by the abundance of low energy photons. These photons have the advantage of better image quality with a lower dose to the patient due to higher quantum efficiency of the detector and greater contrast for different tissue types in the low energy range. (16) An interesting observation is that while the liver equivalent insert has a higher density than the muscle insert (1.07 vs. 1.06), its CNR is lower: 1.2 vs. 1.3 for 2 cGy. This is due to the anterior hemispherical arc of the CBCT and the fact that the muscle insert was placed in the anterior portion of the phantom and the liver insert in the posterior portion. A repeat 2 cGy IBL CBCT was performed with the phantom flipped, and the resulting CNR was higher for the liver insert and lower for the muscle (1.3 vs. 1.2). The CNR values for the other inserts also changed by approximately the same amount. These small changes do not change the conclusions drawn form the results.
The dose from CBCT with IBL is approximately 4 times lower than ortho-pair dose and the very low dose volume (<0.1 cGy) is less than half for the CBCT as compared to the ortho-pair. The heterogeneity of the DVHs (Figs. 7-9 ) is due to the heterogeneity of target sites relative to the beam positions and the normal structures. A dose comparison study by Morin et al. (21) and by Peng et al. (22) showed a higher dose from the TBL CBCT than the ortho-pair. In those studies, the authors used TBL for both CBCT and ortho-pair with an exposure of 9 MU for the CBCT and either 4 or 5 MU for the ortho-pair. Morin et al. also studied the possibility of fully incorporating the imaging dose into the treatment plan using a conventional TPS.
A direct comparison of image quality versus dose for other CBCT systems has not been conducted; however, several dosimetric comparisons have been undertaken. Using the Elekta system, Islam et al. (23) reported 3.0 cGy and 1.6 cGy at the center of a head and body phantom, respectively. Using the Varian OBI system, Song et al. (24) reported 8.5 cGy and 4.1 cGy at the center of the head and body phantom, respectively, and they reported similar dose results as Islam et al. for the Elekta system. The CNR as a function of dose will undoubtedly be higher for kV systems than either of the MV system; however, as Ding et al. (25) point out in their Monte Carlo dosimetric study of kV CBCT images (in which they differentiated the dose to soft tissue and bones), the dose to bone can be 3 times higher than the dose to soft tissue. This is due to the predominant photoelectric effect of the kV photons in bone. This dose increase may be of consequence to a pediatric patient that has not yet reached growth maturity.
V. ConCLuSIonS
The IBL CBCT improves image quality while simultaneously reducing the dose to the patient as compared to the TBL CBCT. A 1 cGy IBL CBCT, which can be used for bony anatomy localization, delivers a mean dose of less than one-fourth as compared to conventional ortho-pair films.
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